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Abstract 
Objective: To explore the characteristics of allied health professionals (AHPs) working with 
people with disabilities in western New South Wales.  
Design: A cross-sectional survey was conducted using an online questionnaire.  
Setting: Rural western NSW. 
Participants: AHPs including physiotherapists, speech pathologists, occupational therapists 
and psychologists (“therapists”) working with people with disabilities. 
Main outcome measure: Questionnaire  
Results: The majority of respondents were female (94%), with a mean age of 39 years; 
average time since qualification was 14 years; mean years in current position was 6. Most 
worked with people with a lifelong disability. Two-thirds reported family ties kept them in rural 
areas; 71% grew up in a rural/remote area. Most participants (94%) enjoyed the rural 
lifestyle and 84% reported opportunities for social interaction as good or very good. 
Participants with dependent children were less likely to cease working in western NSW 
within 5 years than those without dependent children (p<0.05).  
Conclusions: The characteristics of therapists working with people with disabilities in rural 
NSW were identified. Overall working, but also social, conditions and community attachment 
were important for this group. Understanding the workforce will contribute to policy 
development to meet increasing demands for therapy services.  
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What this paper adds 
• A detailed description of AHPs working with people with disabilities in western NSW. 
• The importance of social conditions and community attachment to retention of AHPs 
working with people with disabilities in rural NSW. 
• Description of therapists’ client workload by the profession and organization that employs 
them. 
 
What is already known about this topic?  
• Rural allied health professionals’ shortages are long-standing. 
• A skilled allied health workforce is vital to success of the national disability insurance 
scheme at individual, community and national levels 
• A demand-driven system may further disadvantage people with disability living in rural 
areas 
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Background 
Despite increases in the size of the allied health workforce, there is an ongoing shortage of 
rural AHPs1-4, more significant in areas such as aged care and disability services5. While 
much has been written about the retention of AHPs in rural areas, this study focuses on 
AHPs working with people with disability. AHPs, including speech pathologists, occupational 
therapists, physiotherapists and psychologists (hereafter called “therapists”) provide a key 
service for people with disabilities, optimising independence and community participation6. 
They also support families and carers to assist the person with disability and promote  
wellbeing and quality of life7.  
 
Demand for therapy services in Australia is expected to increase due to increased life 
expectancy, population growth and the introduction of a national disability insurance scheme 
(NDIS)8, 9. Currently people with lifelong disability may not access services from particular 
agencies because of funding or eligibility criteria. The NDIS is expected to generate a 
responsive, person-centred system to allow people with disability to choose when and how 
they receive support. Inherent in the NDIS is a preference for people with disability to receive 
support from mainstream community-based rather than specialist services. Increasing 
competition across health, disability and community service sectors for scarce human 
resources8 is likely to be more acute in rural areas10. Strategies are needed to promote 
capacity and sustainability and to manage attraction and retention of AHPs working in 
specialist and mainstream services in rural areas with people with lifelong disability.  
 
To minimise gaps between demand and supply, it is important to understand the 
characteristics of the rural allied health workforce. Therefore the aim of this paper is to profile 
the allied health workforce working with people with disability in rural NSW.  
 
Method 
Setting 
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Participants in this study were drawn from the area west of the Great Dividing Range from 
Bathurst out to the South Australian border, up to the Queensland border in the north and 
down to the Victorian border in the south, which accounts for more than 70% of the land 
area of the state of NSW. In 2011, it accounted for 8.2% of the state’s population with an 
estimated resident population of nearly 570,00011.  
 
Participant selection 
Therapists working in western NSW were recruited through e-newsletters, email and liaising 
with government and non-government agencies. In 2011, 943 AHPs worked in western 
NSW12 (this included audiologists who are grouped with speech pathologists in the census). 
In rural and remote areas AHPs work across sectors (health, disability and education) and 
see clients with diverse health conditions and impairments. This study used several 
strategies to recruit AHPs who identified as working with people with disability. Respondents 
were asked to specify the sector in which they worked (disability services, non-government 
organisations, NSW Health, Department of Education and privately employed therapists), 
the primary client group they worked with (early intervention, people with lifelong disability, 
people using rehabilitation services, people with acute health problems, other), and how 
many people on their current caseload had either a developmental delay/disability or 
acquired disability. A combination of sector, primary client group and caseload mix enabled 
us to understand the range of people with disability seen by respondents.  The online survey 
was conducted between March and May 2012.  
 
Survey instrument 
An online survey was developed using information from the literature and key themes from a 
qualitative study conducted in an earlier phase of the research13. The 89 questions 
addressed current employment, workforce preferences and factors influencing the decision 
to practice in a rural area. Section 1 asked participants about their qualifications, work 
location and demographic information (e.g., age and country of birth). Private therapists 
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were asked further questions regarding their practice. Section 2 related to current 
employment characteristics (government, non-government, private practice), workload 
(number of hours worked, time spent travelling), access to professional development, and 
intention to leave. Section 3 enquired about job satisfaction, work practice options, caseload 
and preferences for different types of jobs. Section 4 asked about family. Section 5 enquired 
about participants’ links to the geographic area where they lived and the place where they 
were born and trained. Section 6 enquired about income and asked for further comments. 
Responses to sections 1, 2, 4, 5 and 6 are reported in this paper. 
 
Pilot testing  
An early draft of the survey was critiqued by members of the project reference group 
including government and non-government service providers, a therapist, and a carer. The 
survey was then critically evaluated by nine therapists working in two non-metropolitan areas 
outside the geographical area of the study. After the pilot was completed, wording of some 
questions was modified and a private practice section added.  
 
Data were analysed using Stata 11.0 (StataCorp). Descriptive statistics summarised the 
data. A Pearson chi-square (χ2) tested for associations between attitudes and participant 
characteristics. Significance was set at p<0.05.  
 
Ethical approval was granted by the Human Research Ethics Committees of The University 
of Sydney and the University of Western Sydney. 
 
Results  
Email invitations were sent to 429 therapists in western NSW and 218 people completed the 
survey; the estimated response rate was 51%. Of these, seven did not meet inclusion criteria 
and 12 (6%) only partially completed the survey. The final dataset consisted of 199 
completed questionnaires. The characteristics of the survey respondents are shown in Table 
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1. The majority of respondents were female (94%), Australian born (92%) and in a married 
or de facto relationship (70%). The mean age was 39 years and the mean time since 
qualification was 14 years.  
Table 1. Sociodemographic characteristics 
Characteristic Sample  
n (%) 
 
N=199 
Western 
NSW   
n (%)†,‡ 
N=943 
All Rural and 
Remote Areas 
of NSW n (%)†,‡ 
N=3622 
Gender     
Female  186 (93.5) 812 (86.1) 2908 (80.3) 
    
Age     
Mean 39.0 38.6 24.7 
Standard deviation 11.90 11.75 12.29 
Range 23-68 21-72 25-77 
    
Currently employed as    
Occupational therapist (OT) 80 (40.2) 219 (22.9) 715 (19.7) 
Physiotherapist (PT) 31 (15.6) 258 (27.4) 1,051 (29.0) 
Psychologist (PSY) 26 (13.1) 152 (16.1) 1,377 (38.0) 
Speech Pathologist (SP) 45 (22.6) 314 (33.3) 479 (13.2) 
Therapy assistant (TA) 8 (4.0) § § 
Other* 9 (4.5) ¶ ¶ 
    
Country of birth     
Australia 182 (91.5) 824 (87.4) 3,019 (83.4) 
 
Marital status 
   
Single 49 (24.6) 314 (33.3) 959 (26.5) 
Separated or divorced 9 (4.5) 68 (7.2) 415 (11.5) 
Married or defacto relationship 139 (69.8) 556 (59.0) 2,204 (60.9) 
Widowed  2 (1.0) 5 (0.5) 44 (1.2) 
    
Dependent children     
No 107 (53.8) ¶ ¶ 
    
Employment status     
Full time  110 (55.3) 517 (54.8) 1,903 (52.5) 
Part time  87 (43.7) 355 (37.6) 1,477 (40.8) 
Other  2 (1.0) 71 (7.5)‡ 242 (6.7)‡ 
    
Personal income     
less than $20,000 per year  8 (4.1) 42 (4.5) 192 (5.3) 
$20,000-$39,999 per year 42 (21.5) 15 (144) 1031 (28.5) 
$40,000-$59,999 per year  58 (29.7) ¶ ¶ 
$60,000-$79,999 per year  44 (22.6) ¶ ¶ 
$80,000 or more 43 (22.1) 282 (29.9) 1102 (30.4) 
    
Household income    
less than $20,000 per year 2.6 (5) ¶ ¶ 
$20,000-$39,999 per year 4.1 (8) ¶ ¶ 
$40,000-$59,999 per year 18.9 (37) ¶ ¶ 
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$60,000-$79,999 per year 12.8 (25) ¶ ¶ 
$80,000-$99,999 per year 16.8 (33) ¶ ¶ 
$100,000-149,999 per year  25.0 (49) ¶ ¶ 
$150,000 or more  19.9 (39) ¶ ¶ 
†Source: 11, 12, 14. ‡Census category includes speech pathologists/audiologists. *Other: includes AHPs who are currently working 
in other roles such as educators, managers, consultants and not the profession they qualified for; seven of these are OTs, one 
SP and one PSY.  §Therapy assistants do not have a formal qualification in Australia, ‡Census category: “Employed, away from 
work” and other, ¶No census category.  
 
Current employment 
Sixty six percent of respondents were in permanent employment despite numerous 
comments that lack of permanency was problematic: “An increase in the number of 
permanent positions would allow an increased number of professionals to stay in a rural 
area and also to settle into the area as they do not feel that they may need to look for 
alternative work”. (OT, Female, age 23) 
 
Even though only half (55%) of respondents were employed on a full time basis the average 
hours of work per week was 30.8. Almost half of this time was in direct client/carer contact 
(mean=13.5 hours). On average the length of time in the current position was six years. 
Seventy four percent of participants with dependent children were working part-time.  
 
A majority of participants worked in teams (75%); 57% described the team as 
interdisciplinary (i.e. team members act within their professional domain but collaborate 
actively and frequently in intervention planning and implementation)7. The type of clients 
seen by AHPs is an interaction between employer and profession, everyone works with 
people with disability but more are seen by specialist disability service providers (see Table 
2, 3 and 4).  
 
Table 3. In your current case load how many clients do you see with? By qualification  
Profession Occupational 
therapist 
N=80 
n (%) 
Speech 
pathologist 
N=45 
n (%) 
Physiotherapist  
 
N=31 
n (%) 
Psychologist  
 
N=26 
n (%) 
Client group† 
Developmental 512 (22.8) 575 (50.1) 148 (13.3) 43 (8.0) 
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delay/disability (0-6) 
Developmental disability (>6 
years with physical and/or 
intellectual) 
360 (16.0) 284 (24.7) 122 (10.9) 153 (28.5) 
Acquired disability (<18 
years) 
126 (5.6) 48 (4.2) 109‡ (9.8) 26 (4.8) 
Acquired disability (>18 
years) 
686 (30.5) 118 (10.3) 365 (32.7) 89 (16.6) 
Other§ 566 (25.2) 123 (10.7) 372 (33.3) 226 (42.1) 
Total  2250 (100) 1148 (100) 1116 (100) 537 (100) 
†Participants could choose more than one group. ‡One person reported seeing 100 clients. §Others includes: mental health, 
frail age and other health related problems. 
 
Table 4 In your current case load† by organization  
Sector Specialist 
disability 
government 
department 
N=42 
Health 
N=78 
Education 
N=6 
NGO 
N=29 
Private 
N =41 Client group‡ 
 n (%) n (%) n (%) n (%) n (%) 
Developmental 
delay/disability (0-6) 
133 (30.5) 406 (17.2) 17 (10.3) 567 (64.0) 201 (16.0) 
Developmental disability 
(>6 years with physical 
and/or intellectual) 
274 (62.8) 248 (10.5) 71¶ (43.0) 170 (19.2) 210 (16.7) 
Acquired disability (<18 
years) 
9 (2.1) 217 (9.2) 4 (2.4) 57 (6.4) 26 (2.1 
Acquired disability (>18 
years) 
19 (4.4) 911§ (38.6) 23 (13.9) 42 (4.7) 214 (17.0) 
Other 1 (0.2) 579§ (24.5) 50 (30.3) 50 (5.6) 608‡ (48.3) 
Total  436 (100) 2361 (100) 165 (100) 886 (100) 1259 (100) 
†Participants were asked How many clients do you see with? ‡Participants could choose more than one group. §One or more 
people reported seeing 100 clients; ¶One person reported seeing 50 clients; Other included: mental health, frail age, other 
health related problems 
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Table 4. Responses to statements about personal factors affecting retention 
About the place where you live†  Strongly 
disagree 
Disagree Agree Strongly 
agree 
 N n (%) 
I have family members nearby 199 56 (28.1) 26 (13.1) 37 (18.6) 80 (40.2) 
I have friends nearby 199 9 (4.5) 12 (6.0) 78 (39.2) 100 (50.3) 
I can pursue my hobbies or  leisure 
interests 
198 6 (3.0) 28 (14.1) 87 (43.9) 77 (38.9) 
My partner has family members nearby 155 47 (30.3) 17 (11.0) 30 (19.4) 61 (39.4) 
My partner has friends nearby 152 6 (4.0) 12 (7.9) 58 (38.2) 76 (50.0) 
There are good employment opportunities 
for my partner 
149 8 (5.4) 30 (20.1) 53 (35.6) 58 (38.9) 
There are good school options for our 
child/ren 
112 9 (8.0) 11 (9.8) 52 (46.4) 40 (35.7) 
There are good health and medical 
services for my family 
183 14 (7.7) 36 (19.7) 91 (49.7) 42 (23.0) 
I am tied to my rural business 124 32 (25.8) 33 (26.6) 29 (23.4) 30 (24.2) 
I love the rural lifestyle 197 5 (2.5) 8 (4.1) 69 (35.0) 115 (58.4) 
†Not applicable is not reported. Participants were asked to indicate their level of agreement with statements about the “the 
place where they currently live using a five point Likert scale (1=strongly disagree to 5= strongly agree) 
 
 
Over half of respondents described the opportunity for continuing professional development 
(CPD) as adequate (56%). However, many wrote about problems accessing CPD and 
support in rural areas: “I think you need to consider the area of access to CPD: How long 
does a person take to access this? How far do they have to go as most courses are in 
[city].....”. (OT, Female, age 25) 
 
Family circumstances  
Eighty one percent of those married or in a de facto relationship reported a partner with full 
time employment; 37% of partners/spouses were self employed. Forty eight percent reported 
limited suitable employment for partners/spouses. Of those with dependent children (n=92), 
44% of the children were primary school age. One third reported regularly using paid 
childcare while working, with 25% (n=27) reporting being restricted in their employment 
and/or usual hours of work due to lack of available childcare.  
 
Rural living 
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When responding to statements about current living places, 61% agreed that they had 
family, and 90% friends, nearby and 94% agreed they “love the rural lifestyle”. Seventy-one 
percent reported growing up in a rural or remote area and 84% reported opportunities for 
social interaction in the area as good/very good. Fifty-nine percent obtained their therapy 
qualification in an Australian capital and 34% in a NSW regional town. The mean years 
working in western NSW was 11. Table 4 reports responses to statements about personal 
factors likely to affect retention.  
 
Respondents were also asked about the likelihood of ceasing to work in direct client contact 
roles, the health/disability sector and western NSW. Half intended to leave the 
health/disability sector after five years; 47% intended to cease direct client contact in the 
same period.  
 
Sixty seven percent were considering private practice while only 33% of those currently in 
private practice considered leaving to take a primary position with government or an NGO. 
When therapists where asked “what is the per cent chance that you will leave your current 
job voluntarily in the next 12 months?” the mean response was 22.3%.  
 
With one exception, no statistically significant differences were found between subgroups 
formed by participant characteristic and the intention to cease working in western NSW. 
Participants with dependent children were less likely than those without dependent children 
to cease working in western NSW within 5 years (see Table 5).  
 
Table 5 Association between survey participants’ characteristics and intention to cease 
working in western NSW 
 How long before you cease work in western NSW?† 
Characteristic 
0-5 years 6 or more χ2 ‡ p Value 
n (%) n (%)   
Age       
40 years or younger 27 (58.7) 62 (54.9)   
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41 or older 19 (41.3) 51 (45.1) 0.194 0.659 
Growing up        
Non rural 15 (32.6) 29 (25.7)   
Rural  31 (67.4) 84 (74.3) 0.788 0.375 
Dependent children       
No 31 (67.4) 56 (49.6)   
Yes 15 (32.6) 57 (50.4) 4.196 p<0.05 
Married or de facto 
relationship  
      
No 18 (39.1) 32 (28.3)   
Yes 28 (60.9) 81 (71.7) 1.773 0.183 
†159 participants completed this question, ‡ df=1; p < 0.05 
 
Discussion 
This survey provides the first description of therapists working with people with disability in 
rural western NSW, Australia. Compared with AHPs in the census (all sectors including 
disability), this predominantly female, mature, experienced workforce was more likely to be 
married or in a de facto relationship, work part-time and have less personal income. These 
characteristics are important when designing policies to retain therapists to work with people 
with disability in rural areas. Therapists working with people with disability are well known to 
have lower wages than AHPs working in sectors such as aged care8 suggesting that the 
Government award (payment) system unintentionally favours one employment sector over 
another 8.  
 
These results also illustrate the myriad of intrinsic and extrinsic factors that influence 
therapists’ decisions to practice in rural areas.  Similar to those reported for the broader AHP 
rural workforce, personal motivations included a connection to the community and enjoyment 
of the rural life style as well as upbringing and training in rural areas. Training, education and 
social ties are well documented factors in the literature15-18. The migration intentions of 
people in rural areas are complex and variable and not only driven by individual 
characteristics (e.g., age, marital status) but community attachment and amenities19. Similar 
to findings of Stagnitti et al3, these private therapists had little intention to leave the area. 
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Workplace factors found to impact on retention included: limited access to CPD and lack of 
employment stability. Further research is needed to determine if employment instability is 
higher among AHPs working with people with disability compared to those working with 
other client groups. Lack of access to CPD is known to be problematic for all rural and 
remote AHPs16. On the other hand, it is positive that the majority of therapists reported 
working in a team; previous research has shown that support is a factor that affects 
retention20. In comparison with occupational and physiotherapists who work with clients 
across the lifespan, speech pathologists were more likely to work in early intervention. As 
communication difficulties associated with disabilities are lifelong, there may be a gap in 
speech services available to adolescents and adults.  
 
The demand for therapists to work with people with disability is expected to increase with the 
implementation of the NDIS. As noted in the study results in this rural area, there is a high 
reliance on therapy being provided by specialist services. However under the NDIS 
specialist disability employment will be markedly reduced. Hence more people with disability 
will seek services from the other employers. This raises the question about AHPs capacity to 
expand to include this caseload and also their capability to provide high quality services. The 
challenge will be to maintain workforce quality in the face of a growing demand.  
 
The shortage of AHPs in rural and remote areas means that people with disability are at risk 
for having little choice of allied health service providers. The growing population requiring 
services in health and aged care will compete with people with lifelong disability for the same 
pool of professionals. Collaboration among service providers within the private and public 
sectors, particularly in smaller communities, will be critical. Hence it is important to 
understand the characteristics of the current workforce that provides services to people with 
disability and factors to keep practitioners in these areas. Additional exploration of therapists’ 
interests in working with people with a disability is required.  
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Strengths and limitations 
This is the first attempt to describe this population (AHPs working with people with 
disabilities in a rural area) the degree of representativeness and biases of the sample cannot 
be evaluated. Recognising this limitation, the goal was to generate a sample reflecting the 
diversity which exists in this population and avoid a narrow convenience sample. 
 
Conclusion 
This snapshot of therapists working with people with disabilities in rural Australia provides 
valuable evidence for allied health workforce planning. Our findings highlighting the 
importance of work and social conditions and community attachment, emphasize the 
importance of therapy workforce profiling to retain therapists in rural areas.  
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